IN the winter of 1956 plans were laid for the development of a Virus Reference Laboratory in the Department of Microbiology, the Queen's University, Belfast, to be run jointly by the University and the Northern Ireland Hospitals Authority. This has gradually come into operation over the past eighteen months, and a report of the work done by this Reference Laboratory up till the end of December, 1957 , is presentecl in this journal, page 53. It is the purpose of this note to discuss the kind of work a virus reference laboratory may be expected to do.
It should be emphasised at the outset that a virus reference laboratory is not (like most bacteriological laboratories) prepared routinely to attempt virological diagnosis of all clinical diseases suspected to be of viral atiology. Virology, with the exception of a few conditions, is still in a stage of "research" diagnosis rather than "routine" diagnosis. Experience of many virus reference laboratories has shown that the investigation of a single patient believed to be suffering from a virus disease may take months of detailed work and is often a waste of time and money. On the other hand, investigations of an outbreak of a few cases or of an epidemic are usually rewarding in the diagnostic help which the virus laboratory can give to the clinician or the Medical Officer of Health.
For the investigation of virus infection there are two kinds of test availablevirus isolation and serological tests.
Virus isdlation provides the most useful rapid result for some diseases such as poliomyelitis (and other enteric viruses such as Echo and Coxsackie viruses). This is the case also, for example, in smallpox where it is of great public health importance to be able to provide an immediate diagnosis. On the other hand, isolation of virus would not normally be-attempted in such conditions as influenza, Q fever or infection with adenoviruses. The reasons for this are (a) that specimens from patients suffering from infections with these viruses are often taken after the period of infectiousness and the specimen will contain no virus; (b) It will be appreciated that there is no value in sending a specimen ot serum to the virus reference laboratory with a request "organisms please," or "viruses please. " With a great deal of work it could be shown that any such serum contained antibody to perhaps a dozen or more viruses. Such information would be of no value to the clinician although of interest when considered with several hundred other sera for the purpose of surveying the prevalence of various infections.
For cases of illness in which a presumptive viral diagnosis has been made, the type of specimen which should be sent is outlined in the appendix of this paper. If there is any doubt what specimens should be taken, it is best to telephone the Reference Laboratory and discuss the procedure for collecting and sending the specimens. At the present time there are no virus diagnostic tests for infectious or serum hepatitis nor for infectious mononucleosis (glandular fever).
In general the kind of investigations which the Virus Reference Laboratory can do, and we feel should be doing, may best be seen by summarising some of the investigations with which it has been concerned during the past eighteen months as reported on page 53.
One of the first investigations made was a serological survey of the distribution of poliomvelitis antibodies in the child population of Northern Ireland. This gave information, not only on the prevalence and types of poliomyelitis in the community but also provided a guide to priorities etc. in vaccination programmes. Later on the Reference Laboratory undertook to attempt isolation of virus in all cases of paralytic poliomyelitis and asceptic meningitis. This study has not only given information on the epidemiology of poliomyelitis in Northern Ireand, but also led to the discovery that a member of the Russian Spring-Summer-louping ill group of viruses was producing an illness in Northern Ireland clinically unrecognisable frorm poliomyelitis. This type of investigation will continue, as there are several viruses which can mimic poliomvelitis infection. Not only will it be possible to find out more about them, but, since these viruses may infect children who havebeen vaccinated against poliomnyelitis, it is essential to have this kind of study in progress to evaluate the vaccine and to discover when booster shots of vaccine may be required.
Another example of the type of work the Reference Laboratory has done, and should be doing, was the investigation last year of an outbreak of a C.N.S. infection which mimicked poliomyelitis amongst young adults in Maghera (Co. Londonderry). It was possible to say within a few days that the outbreak was not due to poliomyelitis: the cause of this epidemic is still being investigated. Again, when a poliomyelitis case occurred in a hospital, it was possible within a few days to say which of the other children were excreting poliovirus, so that necessary quarantine measures could be established. Similarly, if a case of smallpox occurred in Northern Ireland, we would hope to be able to give a presumptive diagnosis within an hour of receiving suitable specimens which would be confirmed twenty-four to forty-eight hours later.
In Influenza.
(1) 5-10 ml. of clotted blood taken during first few days of Adeno-pharyngeal-conjunctival fever.
illness. AND "Epidemic conjunctivitis."
(2) 14-21 days later 5-10 ml. of clotted blood.
Psittacosis. Q fever.
As for influenza (see above).
Atypical pneumonia.
Respiratory diseases of infants and
As for outbreak of influenza col. 3 above.
babies.
Poliomyelitis.
(1) Sample of feces from bed-pan containing no disinfectant. Aseptic Meningitis.
Sent to lab. in waxed container and kept cold. Coxsackie and Echo virus.
(2) 5-10 ml. of clotted blood taken at same time as fmces sample.
(3) If available 2-3 ml. of CSF kept cold. AND (4) 21 days later 5-10 ml. clotted blood. Encephalitis.
(1) 2 ml. CSF kept cold and sent to lab. on ice. Louping ill-Russian Spring Summer (2) 10 ml. clotted blood kept cold and sent to lab. on ice.
encephalitis. (1) Throat swab taken with swab on wooden applicator.
Swab broken off into bijou bottle containing 2 ml. of normal saline and 0.5 ml. of sterile broth. This must be kept cold and sent to lab. on ice.
(1) Portion of lung in sterile bottle (2) 5-10 ml. of clotted blood taken at same time as throat swab. kept cold and sent to lab. on ice. (3) 14-21 days later, 5-10 ml. of clotted blood.
(2) Swab of bronchi taken as for throat swab in col. 3 above.
Telephone Laboratory 30503 Ext. 238.
As above.
(1) Sample of faeces as in col. To assist clinicians and public healtlh workers in research problems of illness of viral origin. The diagnosis of virus infections has undergone great development in the last ten years and no doubt this will continue until virus and bacterial infections can be diagnosed with equal ease and rapidity. At the moment, with the exception of certain virus diseases, the diagnosis can only be made when it is too late to influence the course of treatment. This does not mean that most investigations are a waste of time, but it does mean that we should regard a Virus Reference Laboratory more as a means of increasing the knowledge of virologists, clinicians and those concerned with public health, rather than simply as a routine diagnostic laboratory. REVIEW AIDS TO ORGANIC CHEMISTRY. By George A. Maw, Ph.D., F.R.I.C. Fifth Edition.
(Pp. vii + 176. 10s. 6d.) London: Bailliere, Tindall & Cox, 1958. THE author of the present edition states that care should be taken to avoid reducing the subject to a mere catalogue of formulx. However, a fairly extensive field is presented to the student in such brief compass, that only those with a good practical knowledgc of chemistry are likely to be stimulated to any interest in the subject.
